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Abstract
Health systems are faced with a wide variety of challenges. As complex adaptive systems, they re-
spond differently and sometimes in unexpected ways to these challenges. We set out to examine
the challenges experienced by the health system at a sub-national level in Kenya, a country that
has recently undergone rapid devolution, using an ‘everyday resilience’ lens. We focussed on
chronic stressors, rather than acute shocks in examining the responses and organizational capaci-
ties underpinning those responses, with a view to contributing to the understanding of health
system resilience. We drew on learning and experiences gained through working with managers
using a learning site approach over the years. We also collected in-depth qualitative data through
informal observations, reflective meetings and in-depth interviews with middle-level managers
(sub-county and hospital) and peripheral facility managers (n¼ 29). We analysed the data using a
framework approach. Health managers reported a wide range of health system stressors related
to resource scarcity, lack of clarity in roles and political interference, reduced autonomy and human
resource management. The health managers adopted absorptive, adaptive and transformative
strategies but with mixed effects on system functioning. Everyday resilience seemed to emerge
from strategies enacted by managers drawing on a varying combination of organizational capaci-
ties depending on the stressor and context.
Keywords: Health systems, coping strategies, organizational change, decentralization, framework
Introduction
Given that health systems face not only shocks but also chronic
structural, governance and leadership problems, as well as multiple
community and staff demands, Gilson et al. (2017) and Barasa et al.
(2017a,b) argue for the exploration of health system resilience using
an ‘everyday resilience’ lens (Gilson et al., 2017; Barasa et al.,
2017a, 2018). Gilson and colleagues define everyday resilience as
‘the maintenance of positive adjustment under challenging condi-
tions such that the organisation emerges from those conditions
strengthened and more resourceful’. They provide some insights on
how ‘everyday resilience’ might be nurtured drawing on concepts
from vulnerability reduction programmes and organizational theory
(Gilson et al., 2017; Lengnick-Hall and Beck, 2005; Lengnick-Hall
et al., 2011; Bene et al., 2012).
Drawing on this previous work (Gilson et al., 2017), we combine
concepts of strategies and capacities in our conceptual framework
(Figure 1). The framework suggests that strategies adopted in re-
sponse to a shock or stressor might be absorptive, adaptive or trans-
formative. A chronic disruption of health system functioning is a
stressor, while shock refers to an acute disruption. Absorptive
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strategies buffer the system from shocks and return the system to its
state with little or no change in structure; adaptive strategies result
in some limited adjustments in the system structure or processes,
while transformative strategies result in significant functional or
structural changes (Bene et al., 2012). In some cases, strategies
employed may result in negative consequences for the health system,
termed mal-adaptive emergence (Marion and Bacon, 1999; Gilson
et al., 2017).
In response to shocks and stressors, systems draw upon cogni-
tive, behavioural or contextual capacities. Cognitive capacity refers
to system ability to interpret uncertainty (sense making) and con-
ceive appropriate solutions including the system’s core values and
purpose; behavioural capacity denotes a system’s agency in acting
and deploying routine or unconventional responses, drawing on
learned resourcefulness and preparedness while contextual capacity
is composed of connections and resources that are derived from a
combination of deep social capital and broad resource networks
(Lengnick-Hall and Beck, 2005). Given the importance of software
elements in underpinning an organization’s ‘power to perform’
(Ellocker et al., 2012), we found it useful to characterize the stres-
sors managers faced as either hardware or software related. Aragon
distinguishes health system software tangible (skills, knowledge,
decision-making processes), software intangible (values, norms, rela-
tionships and communication practices) as elements that interact
with but are distinct from hardware elements (technology, infra-
structure, funding, human resource) (Aragon, 2010; Ellocker et al.,
2012).
In this article, we adopt a focus on chronic stressors, because a
health system needs to continue to deliver desirable health outcomes
in the face of daily stressors (Gilson et al., 2017) and because, poten-
tially, building everyday resilience promotes the system’s ability to
respond to acute shocks (Barasa et al., 2017a). We report on the
experiences of middle-level (sub-county and hospital) managers and
frontline peripheral facility managers in one county, drawing on ear-
lier governance work in that context (Nyikuri et al., 2015, 2017;
Tsofa et al., 2017a,b; Barasa et al., 2017b). We investigate the strat-
egies adopted by health managers, and through our analysis, we
seek to strengthen the understanding of everyday resilience and the
capacities required to build everyday resilience, an important en-
deavour given the wide recognition of resilience as a legitimate
health system objective (Abimbola et al., 2019; Kieny et al., 2017).
Ethical approval for this study was obtained from the authors’
institutes.
Context: devolution and nationwide health system
changes
Previous work in our study setting aimed at understanding
governance changes following devolution from a highly centralized
Figure 1 Conceptual framework
Key Messages
• Middle-level and frontline managers at the sub-national level face a wide range of everyday stressors. These stressors
include hardware-related stressors, such as resource and infrastructure challenges, and other software-related chal-
lenges, such as low motivation among staff, political interference with managerial responsibilities, unclear roles and
reduced autonomy over functions that were previously within managers’ purview prior to devolution.
• Health managers responded to stressors in various ways ranging from buffering stressors (absorptive strategies), mak-
ing moderate adjustments (adaptive strategies) and making significant changes in structures or processes within the
health system (transformative strategies). The effects of these responses varied with some responses having potentially
negative consequences, illustrating the challenges of intervening in a complex adaptive system.
• Strategies adopted by health system actors were supported by organizational capacities that include cognitive, behav-
ioural and contextual capacities. These capacities worked in synergy to nurture resilience; hence, one capacity by itself
is not sufficient to build resilience.
• Organizational capacities for everyday resilience might be built through health system arrangements that empower
health system actors at the sub-national level, reflective practice, providing opportunities for health and non-health
actors to connect and leveraging on healthcare worker values in implementing responses to everyday stressors.
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national system in Kenya that had eight provinces and 80 districts to
a decentralized governance system with 47 semi-autonomous coun-
ties (Government of Kenya, 2010; Kramon and Posner, 2011).
Following devolution, the national government took up health pol-
icy, training and oversight over national tertiary and referral hospi-
tals functions while counties took up management of health service
delivery. Owing to political pressure, there was rushed transfer of
decentralized processes before counties could establish sufficient
capacities to take on new functions, such as financial, commodity
and human resources (HR) management (Tsofa et al., 2017a,b;
Mccollum et al., 2018). Other changes included a national roll-out
of a free maternity services programme aimed at increasing deliv-
eries in health facilities under skilled personnel and a policy directive
removing user fees at peripheral facility level aimed at improving ac-
cess to care for the poor (Nyikuri et al., 2015). The rapid devolution
process, arguably an acute shock, coupled with the nationwide pol-
icy changes, contributed to significant changes in the health system
processes and structures. We illustrate the stressors accompanying




Our study was conducted under the umbrella of a ‘learning site’
(Gilson et al., 2016; Nyikuri et al., 2015; Tsofa et al., 2017a). A
‘learning site’ is a geographical area in which researchers and health
managers have had a long-term relationship and work together to
decide on research questions and how these questions might be
answered. The researchers are embedded in the health system and
have maintained trusting relationships with health system colleagues
over time, an approach that enhances the selection of relevant topics
and a nuanced understanding of the context researchers’ work in
Lehmman and Gilson (2015) and Gilson et al. (2016).
Study setting
Our learning site, Kilifi County, is situated at the Kenyan coast. The
population of the county is 1 453 787 as reported in the Kenya
Population and Housing Census of 2019 (KNBS, 2019). Table 1
presents other demographic and health indicators for the county.
Data collection
Overall, our research activities were primarily qualitative and
focused on deepening our understanding of health system stress and
resilience. Our data draw on previously published material about
early experiences of devolution (Nyikuri et al., 2017; Tsofa et al.,
2017a; Cleary et al., 2017) and data collected more recently in our
learning site, using participatory approaches that included in-depth
interviews, informal observations, informal interviews and reflective
practice conducted between September 2017 and November 2018.
We also draw on routine health information such as data from the
Integrated Human Resource Information System (IHRIS) website
and data on staffing gaps extracted from the Kilifi County
Integrated Development Plan (CIDP). We also included data from a
Service Delivery Indicator (SDI) national report to illustrate com-
modity, equipment and human resource challenges.
Our learning site approach, involving sustained engagement over
a long period of time is considered an embedded form of Health
Policy and Systems Research (HPSR) (Olivier et al., 2017; Gilson
et al., 2016). Informal observations and interviews are typical in
learning sites given the proximity between health managers and
researchers and the intention to break down the distinction between
researcher and participant (Gilson et al., 2016; Molyneux et al.,
2016). Ethical approval for our learning site work included these in-
formal engagements, which serve to build trust and understand the
context and nuances of a complex health system (Tsofa et al.,
2017a,b; Molyneux et al., 2016). We also conducted reflective prac-
tice sessions with health managers and within the research team
where we shared our research plans, processes and findings.
Reflective practice involves ‘purposeful critical analysis of experien-
ces’ aimed at developing a deeper understanding of a situation
(Mann et al., 2009). Reflective practice with managers was guided
by a member of the authorship team with experience and training in
communication and emotional intelligence for healthcare workers
(HCWs). Reflective practice supported reflexivity and was useful for
checking resonance of our findings with the health managers (Cleary
et al., 2017). Our data include notes from these reflective meetings.
We also conducted in-depth interviews with health managers who
were purposively selected from different levels of the sub-national
health system (county, sub-county, hospital and facility levels).
Because health managers are not a homogenous group with just one
set of perspectives and priorities, this selection aimed at eliciting a
range of perspectives from various health system levels and therefore
enhancing the richness of our data and allowing for the emergence
of contextual differences in line with our conceptual framework. In-
depth interviews were designed specifically to collect data for testing
the conceptual framework and to supplement previous information
from the longer-term health system governance work under the
learning site. The interview guide included questions related to stres-
sors experienced within the health system, how managers responded
to these, who they worked with to respond to the stressors and what
including who (within/outside the health system) enabled them to re-
spond to these stressors. Because the terms ‘stressors and shocks’
may have different meanings for our study respondents, during in-
depth interviews and in reflective meetings, we asked middle-level
managers about challenges they experienced within the health sys-
tem. Interviews were carried out by four members of the authorship
team at the convenience of the interviewees, in county and sub-
county health managers’ offices and at facility level for hospital and
peripheral facility managers. We continued to carry out the inter-
views until we achieved saturation (Ritchie et al., 2013). We
observed two managers’ meetings: one, a monthly facility in-charges
Table 1 Kilifi County demographic and health indicators
Indicator Kilifi County 2018
Population
Total 1 498 647
Male 704 089
Female 749 673
Under 5 years 54 518
Under 1 year 259 538
HCWs
Nurses (per 10 000 people) 4





Data source: Kilifi CIDP 2018–2022 available at https://www.kilifi.go.ke/li
brary.php and Kenya Population and Housing Census (KNBS, 2019).
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meeting facilitated by their sub-county supervisors, and the other, a
2-day planning meeting for county managers who were developing
the county strategic plan for 2018–22. We held six researcher re-
flective meetings. A summary of the data collected is shown in
Table 2.
Data analysis
We adopted a framework analysis (Pope et al., 2000) approach driven
by our conceptual framework. We immersed ourselves in the data by
first reading through the interview transcripts, observation and reflect-
ive meeting notes to familiarize ourselves with the data. We applied
the conceptual framework to our data by developing empty charts of
information that distinguished between different types of interviewees,
stressors and responses at different levels of the system. The first and
second authors drew on the coded data to fill charts based on the
background data, the research objectives, the conceptual framework
and new issues emerging from the raw data, combining deductive and
inductive approaches. Routine health system data and data from na-
tional level reports were useful to enhance our understanding of the
different stressors reported by interviewees.
We also held reflective sessions within the research team to share
what we learnt in the field and how we should rethink the charts.
The initial analysis was discussed within the authorship team lead-
ing to the development of a draft paper. The iterative process
achieved by many cycles of reflection and triangulation underpin the
trustworthiness of our analysis process.
Results
In this section, we begin by describing the stressors experienced by
health managers at different levels of the health system and, then,
we present the strategies in response to these stressors. Woven
through our results are descriptions of relationships between actors
(Figure 2) and organizational processes. We also present results on
effects of actors’ responses on health system goals, given that an ac-
tion within the health system may build resilience or result in mal-
adaptive emergence (Figure 1). Finally, we consider the organiza-
tional capacities that enabled these strategies and present this in the
discussion section including illustrative examples (Table 7).
Stressors and shocks
Lack of clarity in roles and political interference
At devolution in 2013, a new management level—the County
Health Management Team (CHMT) —and new actors—Members
of County Assembly (MCAs) and County Executive Committee
members—were introduced resulting in a new management struc-
ture (Figure 2) and multiple accountability demands for middle-level
and peripheral facility managers (Nxumalo et al., 2018; Nyikuri
et al., 2015). The Sub-CHMT (SCHMT) struggled to coordinate
with the CHMT resulting in the duplication of roles and confusion
(Nyikuri et al., 2017). This struggle persisted beyond early devolu-
tion experiences; senior county managers frequently communicated
directly to facility staff, bypassing the SCHMT or hospital manag-
ers. Peripheral facility staff were deployed to facilities, invited to at-
tend training or to answer questions in senior County Department
of Health (CDoH) officials’ offices without informing their sub-
county supervisors, which undermined the middle-level managers’
authority and affected service delivery due to unstructured absences.
One sub-county manager reported:
We have had a problem of chain of command. Who is answer-
able to who, even if it’s there . . .maybe written in circulars it’s
not followed, so enforcement of policies has been a problem.
There has been a disconnect of how the county and subcounty
work, because, sometimes the minister or chief works directly
with the subcounty, not through the county team. So, it becomes
a problem.
Some MCAs (locally elected politicians) took an active interest in
facility-level processes; they insisted on transfer of staff across facili-
ties, particularly when there had been a complaint from community
members. This created anxiety among frontline staff and contrib-
uted to mal-distribution of staff. Politicians and senior county
government officials also interfered with service delivery by asking
hospital and peripheral facility managers to prioritize their patients
for care, waive their hospital bills or insisting on referral for patients
at peripheral facilities. One peripheral facility manager reported:
an MCA can force you to refer a patient. . .because he sees an
ambulance here. . .[a patient] whom you think does not need re-
ferral, actually can be managed here. There is a lot of external
pressure especially from the political class.
At hospital level, politicians influenced the employment of support
staff leading to unprecedented increases in support staff numbers.
Hospitals discontinued pre-existing contracts with cleaning compa-
nies to make room for newly employed support staff. The politically
connected support staff sometimes declined work allocations, claim-
ing that they had been ‘sent’ to work in specific departments. This
created inefficiencies and undermined health managers.
Human and financial resource challenges
Commodity shortages and financial flow constraints were among
the early experiences of devolution (Tsofa et al., 2017a,b; Nyikuri
et al., 2015, 2017). These constraints persisted even after the
county government set up structures for commodity and finance
Table 2 Data collection summary
Data collection Number Details
In-depth interviews 29 In-depth interviews conducted with health managers at various levels of the health system included:
county department of health managers (5), sub-county health managers (9), hospital managers (9)
and peripheral facility managers (6)
Reflective sessions with managers 3 Notes of reflective sessions with health managers lasting a half to full day
Observations of health
managers’ meetings
2 Notes of health managers’ meetings lasting a full day
Researcher reflective meetings 6 Researcher reflective sessions typically lasted 2–3 hr
Routine health information 2 We extracted data on staffing gaps and recruitment strategies from the county human resource website
(IHRIS) and the County Integrated Development Plan
National reports with
county level data
2 We extracted data on absenteeism, commodity and equipment challenges for Kilifi County from the
SDI Report and on population and demographic from the National Census report
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management. Peripheral facility managers reported inconsistent dis-
bursement of donor funds; at the time of data collection, funds for
two quarters had not been received. At hospital level, control over
hospital collections had not been restored to hospitals and biting
commodity shortages continued. Facilities operated without a sup-
ply of commodities between November 2016 and February 2018
owing to non-payment of the main supplier Kenya Medical Supplies
Agency (KEMSA). Table 3 presents findings from the 2018 Kenya
Service Delivery Indicator (SDI, 2018) survey that corroborates the
view that Kilifi County had inadequate availability of essential
medical commodities and equipment. Consequently, staff, citing
lack of commodities or equipment, often reported to work late or
were absent, leading to delays in patients accessing care, reflecting
the emergence of undesirable properties as stressors interacted. A
hospital manager reported the consequences of frequent commodity
stock-outs:
You know if there is no water, what happens to a health work-
er. . .they’ll not touch a patient because there is no water to wash
their hands. . . the doctor has come to operate, he finds there’s no
water, no gloves, no drugs, the patient in the ward doesn’t have
Figure 2 The multiple accountability directions managers in the health system face (adopted from Nxumalo et al., 2018)
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the money to buy drugs. Do you think he will come tomorrow?
No. He will book clinic day the following week. . .And maybe
next time he won’t be as interested in coming at 8a.m.
Several managers linked staff lateness and absenteeism to the lack of
familiarity with the Code of Regulations (COR), a document con-
taining staff norms, usually introduced during staff induction.
Managers perceived a lack of support from their supervisors in deal-
ing with staff who had chronic discipline issues. Hospital managers
reported that they were the ‘laughing stock of staff’ when no action
was taken upon forwarding staff disciplinary problems. They there-
fore took up staff induction in addition to their other managerial
responsibilities. One hospital manager reported:
. . .like now there are 31 staff who need induction. So that has
affected me because the inductions are not being done, it’s you to
do the induction. . .. So, you leave what you are supposed to be
doing to embark on other things [induction of new staff].
Existing staff shortages (County Government of Kilifi, 2018;
Nyikuri et al., 2015)—another hardware-related stressor—was
worsened by opening of new departments in hospitals and new per-
ipheral facilities. While a few staff were recruited over time, this was
not sufficient to cover existing staffing gaps, as shown in Table 4.
Delays in HR processes such as confirmations, promotions, in-
duction and in-service training experienced at devolution (Tsofa
et al., 2017a) continued, impacting negatively on staff motivation
and retention. In Hospital B, clinical anaesthetists who had not been
promoted after completing specialization training left the hospital
for better paying counties, worsening understaffing. These HR man-
agement issues (tangible software) coupled with resource constraints
(hardware) created dissatisfaction among HCWs leading to frequent
HCW strikes. In 2017, a 3-month-long doctors’ strike and a 5-
month-long nurses’ strike occurred in rapid succession of each other.
The strikes crippled service delivery and impacted community mem-
bers negatively (Irimu et al., 2018; Waithaka et al., 2020). During
the strikes, managers extended work hours and some took up clinic-
al roles in efforts to maintain emergency services with skeleton staff
across hospitals as described below by a hospital manager.
At times I would find somebody sleeping outside my door, as a
midwife you know what is happening you have to run and do the
delivery. At first, I used to get theatre nurses to help, but after
some time, they stopped coming. They didn’t want to betray their
striking colleagues. . .It was very difficult. . .I go home I’m
stressed because of what I’ve seen over the day. Then when at
home at night the watchman calls you, ‘there’s a mother who is
lying here at the gate,’ so you have to go and see how you can
help.
Managers reported managing difficult relationships between striking
and non-striking staff, negotiating with senior managers for add-
itional staff while having to make difficult choices about who was
prioritized for care. During the strikes, sub-county-level managers
already constrained by inadequate resources for support supervision
in public facilities extended their support supervision to private
facilities, majority of which were offering services beyond their cap-
acity owing to the minimal service delivery in public facilities.
Despite concerns about possibly compromised quality of care, the
sub-county managers could not ban the facilities from providing
care as that would have severely reduced the options available to
community members.
Reduced autonomy
Managers at hospital and sub-county levels experienced loss of au-
tonomy over planning, resource allocation and hospital collection
fees during the early days of devolution in 2013 (Tsofa et al., 2017b;
Barasa et al., 2017b). Hospitals could not respond timely to stock-
outs due to loss of control over their hospital collections, while the
SCHMT continued to grapple with difficulty in visiting facilities for
support supervision almost 5 years after devolution. These difficul-
ties included challenges with fuel and broken-down vehicles that
went un-repaired for long periods.
Across hospitals and peripheral facilities, managers reported ex-
clusion from decision-making on equipment purchases and project
selection, leading to misaligned priorities and low-quality products
as reported by one hospital manager:
Our supervisors run the hospital as if they are micromanaging
it. . . you find the seniors are just constructing a building, you
don’t know what this building is and they didn’t ask, what is
your priority as a facility? Even procurement of equipment, you
find that equipment has been bought, it’s not of quality, but
when you say, ‘[You] don’t want it,’ it is still brought.
Strategies
In Table 5, we refer to our conceptual framework to unpack the
responses to the stressors mentioned above. Some of the responses
described in this section were observed in the early days of devolu-
tion and continued to be utilized at the time of data collection.
Absorptive strategies
Managers attempted to buffer the strain from some stressors by
making minor adjustments in their sub-systems; they borrowed com-
modities from one another across peripheral facilities and hospitals
and, at hospital level, managers obtained supplies on credit. These
were practices that managers had adopted pre-devolution and con-
tinued with beyond devolution. Due to understaffing, hospital man-
agers transferred staff from existing departments to newly opened
departments and recalled staff from leave. One hospital manager
reported, ‘we have a talking system’ to describe negotiations with
staff to rearrange annual leave to cover staff shortages. One
Table 3 Health worker, essential commodities and equipment chal-
lenges in Kilifi County (SDI, 2018)
Indicator Kilifi (%) National
average (%)
Health worker absenteeism 60 52.8
Drugs and commodities availability 57 54.1
Essential medical equipment availability 49 50.9
Data source: Service Delivery Indicator, 2018.
Table 4 Staffing gap for medical officers and nurses in Kilifi County
Required doctorsa based on population 4.2 per 10 000 629
Actual numbers 99
Percentage of staffing gap 84%
Required nursesb based on population 8.1 per 10 000 1213
Actual numbers 561
Percentage of staffing gap 53.7%
Data source: Kilifi CIDP.
aMedical officers and specialists.
bBachelor of Science nurses, Kenya Registered Community Health nurses
and enrolled community nurses.
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peripheral facility arranged different clinics to run on different days
maximizing use of the available space due to infrastructure chal-
lenges. These responses as explained by a peripheral facility manager
and hospital manager seemed to be motivated by a sense of commu-
nity with the patients:
I think it’s think its passion and responsibility, and the love for
my clients and my community. I also come from this community,
so if this facility doesn’t work it also affects me.
These are our people, these are our patients, it’s your mother, it’s
my sister, your brother. What do we do, how best can we help
them?
Sometimes, managers’ strategies were resisted by staff. In
Hospital B, nurses complained against their manager’s effforts to re-
distribute them to new departments. This was unsurprising, given
that transfer across departments without additional staff
increased workload and fatigue and could potentially cause burnout.
Hospital managers attempted to balance between the nurses’ con-
cerns and the need to continue service delivery by listening to the
nurses’ grievances, with the promise of taking the matter forward to
decision-makers, but the managers also appealed to the nurses’ sense
of duty to continue working despite the challenges with
understaffing.
In response to staff absenteeism, the Hospital Management
Team (HMT) in Hospital C held meetings with HCWs to caution
them and leveraged the authority of the CHMT by inviting them to
speak to HCWs about their conduct and its impact on patient care.
At the meeting, hospital managers also shared photocopies of the
COR for every staff to read to bridge the gap created by the lack of
induction.
In response to political directives to transfer staff, managers
attempted to buffer frontline staff by explaining to politicians that
unplanned transfers would disrupt service delivery. However, man-
agers were not always successful in protecting their staff from polit-
ical interference. During a reflective researcher–managers meeting,
one hospital manager noted that managers were not ‘powerless’
against political interference:
While dealing with politicians may be difficult, to communicate
and resolve conflict effectively with them, as a manager you
should: 1) be fully aware of your roles and responsibilities as the
facility (or subcounty) manager, 2) be equipped with the law-
knowledge of the constitution and the various acts that affect
healthcare/healthcare workers e.g. the Public Finance Act, 3) en-
sure that you confirm to politicians that your roles and power
are anchored in the law. This reveals to the politicians that you
are within your rights to make decisions, 4) talk and explain to
them about situations and challenges in the facility by lobbying
the same politicians 5) ensure you are a good communicator, lis-
ten, explain and give direction. Understand the politicians have
an agenda. (Reflective meeting, 16th May 2018).
At sub-county level, managers collaborated with their sub-
county administrator to convene a meeting with area MCAs in
which they explained to the MCAs how understaffing affected staff
availability per shift and how delays in the quarterly supply of drugs
contributed to stock-outs. Managers reported a reduction in con-
frontational visits by MCAs after that meeting.
Adaptive strategies
Managers also adjusted processes and ways of working, e.g. periph-
eral facility managers task-shifted non-technical duties to support
staff, freeing HCW time to do clinical duties. A peripheral facility
manager explained that, ‘we love to serve’ to illustrate their
commitment and team spirit despite staffing challenges. Her staff
frequently extended working shifts to ensure the provision of 24-hr
services. Facility managers also negotiated with non-governmental
organization (NGO) partners to support staffing within their facili-
ties. The NGO-employed staff had specific deliverables for tubercu-
losis (TB)/human immunodeficiency virus (HIV) care and treatment,
but facility managers allocated them elsewhere when TB/HIV clinics
were not running, easing the workload of the county-employed staff.
The NGO staff also provided some buffer when the health system
experienced the 5-month-long nurses strike as they helped to con-
tinue prioritized services.
At county level, the County Public Service Board (CPSB)
employed nurses on contract, a departure from the usual ‘permanent
and pensionable’ terms of employment. Hospital managers reported
that they drew on relationships with their supervisors, political
actors and communities (Box 1) resulting in nurses being employed
on contractual basis in Hospitals B and C. Table 6 shows the pro-
portion of nurses employed on contract to fill staffing gaps across
the county between 2013 and 2017 (IHRIS, 2018).
Mal-adaptive emergence. At devolution, owing to inconsistent dis-
bursement of funds, peripheral facilities reintroduced user fees while
hospitals ‘spent at source’, strategies that contravened policy and
could have undermined equity and accountability, respectively
(Nyikuri et al., 2015, 2017; Gilson et al., 2017; Barasa et al., 2017b).
These strategies continued as resource scarcity persisted, despite the
potential negative effects. One hospital manager explained:
So sometimes you are forced, though you know it’s illegal, but
sometimes you are forced to spend at source because you can’t
leave a patient dying, the vehicle there’s no money for fuel, so
you have to spend whatever you have to save life.
Peripheral facility managers felt compelled to go against policy
by charging user fees. In consultation with Facility Management
Committee members and sub-county supervisors, they reinstated
user fees so that they could ‘save life’ and ‘continue service delivery’.
Sub-county managers reported that those facilities that did not
charge user fees had to send patients away due to a lack of
commodities.
Transformative strategies
New structures and processes were introduced in response to some
chronic stressors. These included the set-up of the HR advisory com-
mittee, composed of HCWs’ representatives, officers from HR de-
partment and the chief officer from the County Department of
Health. The committee brought different actors together, thus
breaking organizational barriers to facilitate the resolution of chron-
ic HR management stressors. The committee had mixed results: it
achieved improvements in the HR processes, but its effectiveness
was reportedly undermined by coordination challenges with the
County Treasury, which resulted in payment delays for in-service
training. Consequently, managers who had been trained were not
certified, compromising their chances of promotion and potentially
worsening dissatisfaction among HCWs (Box 2).
The passing of the Facility Improvement Fund (FIF) bill (Barasa
et al., 2017b; Tsofa et al., 2017b) was a potentially transformative
response to reduced hospital autonomy. The bill was drafted and
passed in collaboration with research team members. It aimed at
restoring some autonomy to hospitals over their hospital collections.
The ‘learning site’ relationship with the CDoH was key in imple-
menting this strategy; research team members shared feedback on
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hospitals’ reduced autonomy with CDoH senior officials, leading to
a series of meetings that brought together departments such as
County Treasury, CDoH and the County Legal Secretary. The meet-
ings allowed for shared meaning to be achieved as divergent views
on county revenues and hospital collections were discussed. Upon
achieving consensus, the bill was drafted, presented to the County
Assembly and passed. New structures such as hospital boards and a
county board were set up, and hospitals opened collecting accounts
where user fees could be deposited for them to access. However, at
the time of data collection, funds had not been deposited in the hos-
pital accounts, reflecting the sometimes slow nature of
transformations.
Discussion
This article presents the experiences of health managers in a low-
income setting that recently experienced decentralization. We identi-
fied stressors spanning across hardware and software health system
elements (Aragon, 2010; Sheikh et al., 2011) originating within the
health system, such as staff absenteeism and tensions across manage-
ment levels and others originating outside the health system such as
political interference. We also observed interplay of stressors across
health system levels, e.g. political interference with staff distribution
strained already understaffed health facilities. In addition, we have
elaborated a proposed conceptual framework, building on the litera-
ture on resilient health systems. Acknowledging the focus on acute
Table 6 Terms of employment for nurses in Kilifi County (IHRIS, 2018)
Type of nurse Definition Numbers Percentage
Full-time Nurses employed on permanent and pensionable terms of service 532 85
Probation Newly employed full-time nurses awaiting confirmation after probation usually 6 months 61 10
Contract Nurses employed on contract, varying from 6-month to 3-year contracts 33 5
Total 626 100
Data source: IHRIS available at: http://ihris.or.ke/.
Box 1 Employing nurses on contract
Faced with chronic understaffing, managers in Hospitals B and C wrote letters and made visits to the senior county health
managers to lobby for more staff. Recognizing that senior managers would need support from political actors, managers
also engaged with Members of Parliament and Members of County Assembly leveraging on the politicians’ desire to be
seen to be working for their constituents. Hospital C managers utilized the external accountability relationship between the
community and county government. On a community dialogue day, the HMT listened to community members’ complaints
on service delivery and in turn openly communicated about staffing challenges that affected service delivery. The commu-
nity members then, through a community organization group, visited the CDoH and county HR offices to express their con-
cerns over service delivery in the hospital, adding to the impetus for staff to be recruited.
. . . So, we called for a joint meeting, the community-based organization and the hospital management to explain to them
what we are going through. So, during that meeting, we involved the county department of health administrator. So, we
explained to them and they realised that there’s a problem, staffing is a challenge, so through their officials, they went on
their own way to face the management, the county human resource, and for me here I was given a responsibility to lobby
with supporting evidence of the[workload] data and the number of staff and that’s why we managed to get contract nurses
(HM-02).
In Hospital B, the managers’ efforts resulted in the employment of 12 nurses on contract basis. Hospital C received 8
nurses on contract who were increased periodically.
Box 2 The Human Resource Advisory Committee
Every cadre of health workers expected representation on the HR Advisory committee (based on pre-devolution history of
cadre-specific directorates), but the health sector has 19 cadres, inclusion of all of them would have resulted in a bloated
committee. Concerned healthcare workers were reassured that all cadres would be considered fairly for promotion and in-
service training.
Mixed results: Many managers reported that, though promotion and in-service training were among the grievances that
were listed by striking nurses, these were addressed in the early weeks of a 5-month-long nationwide nurses’ strike. There
were two cycles of promotion prior to the strike, an improvement from the pre-devolution period. However, related proc-
esses, such as payment for in-service training, were not well coordinated, for example after staff had undergone in-service
training, the training agency withheld certification of staff owing to non-payment by the County Treasury. Withholding cer-
tificates denied staff evidence of training, which was a requirement for promotion. The training agency also declined train-
ing other groups of staff, which undermined staff motivation.
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shocks in existing health system resilience literature, we instead
focused on chronic stressors to demonstrate everyday resilience. In
this section, we discuss the underlying organizational capacities that
enabled various responses to stressors and consider the utility of our
conceptual framework in guiding everyday resilience strengthening.
Our findings suggest complementarity across all types of strat-
egies in addressing chronic stress. For example, in response to re-
source scarcity, we observed borrowing drugs across facilities—an
absorptive strategy—spending at source, an adaptive strategy and
passing of the FIF bill, a transformative strategy that led to the
creation of new structures and processes (Table 5). This is consistent
with other conceptualizations of resilience (Blanchet et al., 2017;
Bene et al., 2012) and empirical work testing a capacity-oriented
framing of resilience (Alameddine et al., 2019).
To enable these strategies, different underpinning capacities
were drawn upon concurrently (Table 7). The links between the
capacities varied between stressors, suggesting that the configuration
of capacities required for everyday resilience depends on the stres-
sors. Given the complexity of the health system (Begun et al., 2003),
the interaction and interdependence across capacities to enable re-
sponse to stressors is unsurprising. We also observed mal-adapted
emergence (Gilson et al., 2017; Marion and Bacon, 1999) in which
capacities were drawn upon to enable responses (such as introduc-
tion of user fees, spending at source) that might have undermined
health system goals in the long run. Such responses did, however,
appear to be solving a problem at the time of implementation,
reflecting the challenges of intervening in a complex health system
and the need to enhance system cognitive capacities to adopt
problem-solving approaches that fit the reality of a complex health
system.
Our study findings and conceptual framework provide some
ideas on how organizational capacities for everyday resilience might
be strengthened. Table 7 presents several underlying factors, includ-
ing elements of organizational capacities (Lengnick-Hall et al.,
2011) that influenced deployment of strategies. First, governance
arrangements that empower actors to take transformative actions
nurture behavioural and contextual capacities. Devolution enhanced
contextual capacity by transferring power and accountability for
health functions to county level. This also enhanced agency (behav-
ioural capacity) of health system actors to take major transformative
actions such as the development of a law to resolve financial auton-
omy challenges, and the setting up of a body to resolve human
resource challenges. This was possible because the Kenyan constitu-
tion and accompanying legislation such as the Public Finance
Management Act (2012) provides for county governments to take
such actions.
Second, creating and facilitating actor networks in health sys-
tems, which often operate in silos, appears to nurture contextual
capacities. In our study, the learning site (Gilson et al., 2016;
Lehmman and Gilson, 2015; Nyikuri et al., 2017) enabled connec-
tion of health managers with non-health actors with influence over
the health system in the development and passing of the FIF bill
(Tsofa, 2018). In response to political interference, facility-level
and sub-county managers engaged with local politicians through a
forum organized with the support of local public administrators,
resulting in a reduction in unplanned confrontational visits
from local political actors. The value of interconnectedness in sup-
porting resilience has been described by Blanchet et al. (2017) who
relate it to a capacity among health system actors to engage
with diverse actors. In our study, interconnectedness was useful
for obtaining knowledge about factors external to the health
system and building an appreciation of the interests, values and
perspectives of other actors and leveraging upon these interests for
the good of the health system.
Third, creating spaces and opportunities for reflective practice
seems to nurture cognitive, contextual and behavioural capacities.
Reflective meetings organized by the researchers and managers pro-
vided opportunities where managers discussed shared challenges
and begun to reframe stressors in a manner that enabled problem-
solving allowing managers to practice their power (Gilson, 2016).
Reflective sessions provided a safe space for peer support on topics
ranging from difficulties with facility-level staff and supervisors to
more complex situations such as introduction of new service areas
with limited staff. Reflective practice was useful, e.g. in dealing with
political interference; managers reported positive changes as they
adapted ideas for engagement with political actors that had been
suggested by their colleagues. In our study, reflective meetings were
supported by the existing learning site. Cleary et al. (2017),
also adopting an action research approach, described the value of
reflective practice in enhancing relationships and building values. As
participants in our reflective sessions were mainly sub-county and
hospital managers, this might pose a future implementation chal-
lenge; reflective practice tends to challenge organizational culture
and, so to be useful in achieving organizational transformation, it
may require the participation or at least endorsement of decision-
makers at a higher level within the health system, to become a legit-
imate organizational process (Nicolini et al., 2003).
Finally, across the responses enacted, we observed managers
drawing on the intangible software of values and communication.
Values such as a sense of community with patients and a desire to re-
duce patient suffering frequently shaped managers’ responses, a
finding consistent with the view that a strong value-driven purpose
directs the range of choices for action in resilient organizations
(Fullan, 2001; Collins and Porras, 1991). These examples are linked
to cognitive capacities and demonstrate the value of plugging into
system software (Aragon, 2010; Sheikh et al., 2011). Our findings
suggest that where managers leveraged staff’s values to enact a re-
sponse, staff were less resistant to implement responses to stressors.
Overall, our examination of everyday stressors provides some in-
sight into the multifaceted nature of health system challenges and
the organizational capacities required to build everyday resilience.
We observed interdependence across organizational capacities sug-
gesting that everyday resilience is developed from a mix of cognitive,
behavioural and contextual capacities, rather than one capacity
being more important than the others. Our research approach may
have influenced our findings; by being a platform for reflective prac-
tice and facilitating connection of diverse actors, the learning site
might have enhanced the contextual capacities of the health system.
This is not necessarily a weakness, as it is responsive to recommen-
dations to adopt more participatory approaches for health system
research (AHSPR, 2016; Ghaffar et al., 2017).
Conclusion
Our study demonstrates that an ‘everyday resilience’ lens is applic-
able to the realities of our health system given the varied chronic
stressors in the health system. The conceptual framework used for
analysis was useful to demonstrate different types of strategies and
the role of organizational capacities in nurturing (for building)
everyday resilience. While there is value in describing different types
of strategies, we found that consideration of capacities is vital be-
cause they underpin the strategies and influence their impacts on re-
silience or mal-adapted emergence. The findings from this study
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suggest that nurturing resilience capacities could enhance health sys-
tem responses to everyday challenges. Actions could include develop-
ing reflective practice spaces in health systems, developing and
facilitating networks among health system actors, adopting govern-
ance arrangements that empower health system actors to take trans-
formative actions and leveraging on HCWs’ values to achieve shared
meaning and reduce resistance to strategies that respond to chronic
stress.
Acknowledgements
We would like to acknowledge the support of the larger RESYT Health
Systems Governance theme members. We would also like to acknowledge our
colleagues and collaborators in the Kilifi County Departments of Health. This
work is supported by funds from the UK Department for International
Development (DFID) awarded to the RESYST Consortium. However, the
views expressed and the information contained in it are not necessarily those
of or endorsed by DFID, which can accept no responsibility for such views or
information or for any reliance placed on them. The funders had no role in
the study design, data collection and analysis, decision to publish or prepar-
ation of the article. N.K., D.W., J.N., B.T., M.B., S.M. and E.B. are members
of the KEMRI-Wellcome Trust Research Programme in Kenya that is sup-
ported by a core grant (# 203077/Z/16/Z) from the Wellcome Trust.
Conflict of interestest statement: None declared.
Ethical approval. Ethical approval for this study was given by the authors’
institutes.
References
Abimbola S, Baatiema L, Bigdeli M. 2019. The impacts of decentralization on
health system equity, efficiency and resilience: a realist synthesis of the evi-
dence. Health Policy and Planning 34: 605–17.
AHSPR. 2016. Policy and partnership engagement: annual report, 2016.
Geneva: World Health Organisation. https://apps.who.int/iris/handle/
10665/254752, accessed 27 January 2020.
Alameddine M, Fouad F, Diaconu K et al. 2019. Resilience capacities of health
systems: accomodating the needs of Palestinian refugees from Syria. Social
Science & Medicine 220: 22–30.
Aragon OA. 2010. A case for surfacing theories of change for purposeful or-
ganisational capacity development. IDS Bulletin 41: 36–46.
Barasa EW, Cloete K, Gilson L. 2017a. From bouncing back, to nurturing
emergence: reframing the concept of resilience in health systems strengthen-
ing. Health Policy and Planning 32: iii91–iii94.
Barasa E, Manyara AM, Molyneux S, Tsofa B. 2017b. Recentralization within
decentralization: county hospital autonomy under devolution in Kenya.
PLoS One 12: e0182440.
Barasa EW, Mbau R, Gilson L. 2018. What is resilience and how can it be nur-
tured? A systematic review of empirical literature on organizational resili-
ence. International Journal of Health Policy and Management 7: 491–503.
Begun J, Zimmerman B, Dooley K. 2003. Healthcare organizations as com-
plex adaptive systems. In: Farnsworth Mick SS, Shay PD (eds). Advances in
Health Care Organization Theory. San Francisco: Jossey-Bass, 253–288.
Bene C, Godfrey-Wood R, Newsham A, Davies M. 2012. Resilience: New
Utopia or New Tyranny? Reflection about the potentials and limits of the
concept of resilience in relation to vulnerability reduction programmes. IDS
Working Papers 2012: 1–61.
Blanchet K, Nam SL, Ramalingam B, Pozo-Martin F. 2017. Governance and
capacity to manage resilience of health systems: towards a new conceptual
framework. International Journal of Health Policy and Management 6:
431–5.
Cleary S, Du Toit A, Scott V, Gilson L. 2017. Enabling relational leadership in
primary healthcare settings: learning from the DIALHS collaboration.
Health Policy and Planning 33: ii65–ii74.
Collins CJ, Porras IJ. 1991. Organizational vision and visionary organisation.
California Management Review 34: 30–52.
County Government of Kilifi. 2018. Kilifi County Integrated Plan 2018–2022.
Available at: https://www.kilifi.go.ke/lib.php?com=5&res_id=1202, accessed
30 November 2018.
Ellocker S, Olckers P, Gilson L, Lehmann U. 2012. Crises, routines and inno-
vations: the complexities and possibilities of sub-district management. The
South African Health Review 13: 161–73.
Fullan M. 2001. Leading in a Culture of Change. Wiley.
Ghaffar A, Langlois E, Rasanathan K, Adedokun L, Trana N. 2017.
Strengthening health systems through embedded research. Bulletin of the
World Health Organization 95: 87.
Gilson L. 2016. Everyday politics and the leadership of health policy imple-
mentation. Health Systems & Reform 2: 187–93.
Gilson L, Barasa E, Nxumalo N et al. 2017. Everyday resilience in district
health systems: emerging insights from the front lines in Kenya and South
Africa. BMJ Global Health 2: e000224.
Gilson L, Nxumalo N, Molyneux S. 2016. Health System Learning Sites:
Understanding Health Systems through Research Collaboration and
Engagement. https://resyst.lshtm.ac.uk/resources/health-system-learning-
sites-understanding-health-systems-through-research-collaboration.
Government of Kenya. 2010. The Constitution of Kenya 2010. Available at:
http://kenyalaw.org:8181/exist/kenyalex/actview.xql?actid=Const2010,
accessed 19 December 2018.
IHRIS. 2018. Integrated Human Resource Information System. http://ihris.or.
ke/, accessed 30 August 2018.
Irimu G, Ogero M, Mbevi G et al. 2018. Tackling health professionals’ strikes:
an essential part of health system strengthening in Kenya. BMJ Global
Health 3: e001136.
Kieny MP, Bekedam H, Dovlo D et al. 2017. Strengthening health systems for
universal health coverage and sustainable development. Bulletin of the
World Health Organization 95: 537–9.
KNBS. 2019. Kenya Population and Housing Census. Nairobi, Kenya: Kenya
National Bureau of Statistics (KNBS).
Kramon E, Posner D. 2011. Kenya’s new constitution. Journal of Democracy
22: 89–103.
Lehmman U, Gilson L. 2015. Action learning for health system governance:
the reward and challenge of co-production. Health Policy and Planning 30:
957–63.
Lengnick-Hall CA, Beck TE. 2005. Adaptive fit versus robust transformation:
how organizations respond to environmental change. Journal of
Management 31: 738–57.
Lengnick-Hall CA, Beck TE, Lengnick-Hall, ML. 2011. Developing a capacity
for organizational resilience through strategic human resource management.
Human Resource Management Review 21: 243–55.
Mann K, Gordon J, Macleod A. 2009. Reflection and reflective practice in
health professions education: a systematic review. Advances in Health
Science Education: Theory and Practice 14: 595–621.
Marion R, Bacon J. 1999. Organizational extinction and complex systems.
Emergence 1: 71–96.
Mccollum R, Theobald S, Otiso L et al. 2018. Priority setting for health in the
context of devolution in Kenya: implications for health equity and
community-based primary care. Health Policy and Planning 33: 729–42.
Molyneux S, Tsofa B, Barasa E et al. 2016. Research involving health providers
and managers: ethical issues faced by researchers conducting diverse health pol-
icy and systems research in Kenya. Developing World Bioethics 16: 168–77.
Nicolini D, Sher M, Childerstone S, Marar G. 2003. In search of the “structure
that reflects”: promoting organizational reflection in a UK health authority.
In: Organizational Learning and Knowledge, 1–20.
Nxumalo N, Gilson L, Goudge J et al. 2018. Accountability mechanisms and
the value of relationships: experiences of front-line managers at
sub-national level in Kenya and South Africa. BMJ Global Health 3:
e000842. doi: 10.1136/bmjgh-2018-000842.
Nyikuri M, Tsofa B, Barasa EW, Okoth P, Molyneux S. 2015. Crises and re-
silience at the frontline-public health facility managers under devolution in a
sub-county on the Kenyan coast. PLoS One 10: e0144768.
Nyikuri M, Tsofa B, Okoth P, Barasa EW, Molyneux S. 2017. “We are toothless
and hanging, but optimistic”: sub-county managers experiences of rapid devo-
lution in Coastal Kenya. International Journal for Equity in Health 16: 113.






/heapol/advance-article-abstract/doi/10.1093/heapol/czaa002/5760350 by guest on 28 February 2020
Olivier J, Scott V, Molosiwa D, Gilson L, 2017. Embedded systems
approaches to health policy and systems research. I. In: De Savigny D,
Blachet, K, Adam T (eds). Applied Systems Thinking for Health Systems
Research: A Methodological Handbook Maidenhead. Berkshire: Open
University Press, 14–52.
Pope C, Ziebland S, Mays N. 2000. Qualitative research in health care: analy-
sing qualitative data. BMJ 320: 114–6.
Ritchie J, Lewis J, Nicholls CM, Ormston R. 2013. Qualitative Research
Practice: A Guide for Social Science Students and Researchers. London: Sage.
SDI. 2018. Kenya Service Delivery Indicator Report. Service Delivery
Indicator. Washington, DC: World Bank.
Sheikh K, Gilson L, Agyepong I et al. 2011. Building the field of health policy
and systems research: framing the questions. PLoS Medicine 8: e1001073.
Tsofa B. 2018. ‘The Outsiders from Within’: Researcher-Managers’
Collaboration in Facilitating Real Time Research Uptake for System
Strengthening. https://resyst.lshtm.ac.uk/resources/the-outsiders-from-with
in-researchermanagers%E2%80%99-collaboration-in-facilitating-real-
time, accessed 21 December 2018.
Tsofa B, Goodman C, Gilson L, Molyneux S. 2017a. Devolution and its effects
on health workforce and commodities management—early implementation
experiences in Kilifi County, Kenya. International Journal for Equity in
Health 16: 169.
Tsofa B, Molyneux S, Gilson L, Goodman C. 2017b. How does decentralisa-
tion affect health sector planning and financial management? A case study
of early effects of devolution in Kilifi County, Kenya. Journal for Equity in
Health 16: 151.
Waithaka D, Kagwanja N, Nzinga J et al. 2020. Prolonged health worker
strikes in Kenya-perspectives and experiences of frontline health managers
and local communities in Kilifi County. International Journal for Equity in
Health 19: 1.






/heapol/advance-article-abstract/doi/10.1093/heapol/czaa002/5760350 by guest on 28 February 2020
